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Abstract 
The creation of an inclusive environment is essential in health care. Therefore, this 
paper describes the development of an educational project to achieve a more inclusive 
nursing culture with registered nurse case managers at a large Midwest teaching 
hospital. This project sets forth the goal of establishing and discussing diversity and 
inclusion education by proposing a model with reflection, learning, and growth as self-
sustaining practices in an ongoing cycle of praxis with Chinn and Kramer’s 
emancipatory knowing. Over the course of a year, monthly modules will be taught by a 
facilitator who will encourage discussion and reflection on various topics, skills, and 
issues related to diversity and inclusion. The aim is for participants to be enabled to 
build a new unit culture through the recognition and expansion of their personal and 
collective patterns using the theoretical framework of Margaret Newman’s Health as 
Expanding Consciousness.  Registered nurse case managers will be able to add new 
skills and concepts over time to make a stronger, more diverse pattern of reflection, 
experience, and identity in their nursing practice. In turn, this new pattern fosters 
recognition of a patient’s individual needs and encourages informed and compassionate 
care for all patients. The provided care then respects the impact of their backgrounds, 
experiences, and identity on their needs as patients. Only with this continuous reflection 
and pursuit of broad perspectives can the registered nurse case manager hope to 
become genuinely inclusive of all.   
Keywords: diversity, inclusion, diversity and inclusion, nursing, pattern 
recognition, health as expanding consciousness, emancipatory knowing, education  
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Chapter 1: Introduction 
Diversity and inclusion have been a challenge for the nursing profession for 
decades. Countless health care professionals have championed the need for care to be 
“culturally sensitive,” “culturally competent,” “culturally agile,” and so on (Jongen et al., 
2018; Oikarainen et al., 2019; Truong et al., 2014). But nursing researchers cannot seem 
to agree on what terminology to use or exactly what skill is most associated with 
increased diversity and inclusion (D&I) at the clinical level (Jongen et al., 2018; 
Oikarainen et al., 2019; Truong et al., 2014). Consequently, a best practice in teaching 
nurses clinical or intrapersonal and interpersonal D&I skills has yet to be identified. 
Further, educational efforts specific to D&I have little consistency from institution to 
institution and are often taught as a single class or module (Jongen et al., 2018), despite 
the model for standardized evidence-based practice and continuing education in all other 
areas of knowledge. The registered nurse case manager (RNCM) unit at a large Midwest 
teaching hospital exemplifies the D&I challenge within the nursing profession at a micro 
level. There, approximately 70 RNCMs align with current nursing demographics, with 
most being white and female (Murray, 2019). People who are white unconsciously 
display commonplace discrimination, microaggressions, and unawareness of racial 
inequality which negatively impacts the hospital’s ability to deliver quality care to all 
patients (Rivenbark & Ichou, 2020; Stepanikova & Oates, 2017). Margaret Newman’s 
(2000) Theory of Health as Expanding Consciousness (HEC) identified that the type of 
care given to patients is associated with the nurses giving the care. The nursing 
profession has a responsibility to address the obstacles on the path to an inclusive culture. 
Therefore, a D&I teaching model with the aim of addressing these inequities and 
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prejudices is being proposed. Within the model, educational modules encourage the 
practices of discussion, journaling, and reflection as integral in working toward a more 
inclusive nursing practice. The ultimate goal is to achieve a more inclusive culture in the 
RNCM unit of a large Midwest teaching hospital, resulting in a sustainable model for 
D&I education going forward. 
Background 
 The RNCM unit at a large Midwest teaching hospital consists of approximately 
70 RNCMs, led by two charge nurses, one nursing education specialist, and one nurse 
manager. Case management is defined by the American Case Managers Association 
(2020) as a model for practice which includes a wide variety of health care providers, 
caregivers, and community resources collaborating with patients. It is the RNCM’s role 
to act as a resource steward. This involves coordinating the appropriate assistance in a 
timely manner and balancing the needs of all patients against finite resources available. 
At this hospital, RNCMs work closely with the hospital’s social workers, together 
operating under a care management model. This consists of RNCMs pairing with social 
workers, usually in a one-to-one ratio, to be assigned to a specific inpatient nursing unit 
at the hospital. The care management team comes together each morning to evaluate the 
cases on the unit, reach a mutual decision on who can meet each patient’s needs, and 
discuss any potential challenges or areas of concern. The RNCM and social worker then 
meet with a multidisciplinary team consisting of representatives from nursing, respiratory 
therapy, medical and surgical services, physical therapy, nutrition, and other inpatient-
based care providers to discuss and make a plan for care during and after the patient’s 
stay in the hospital.  
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  Within the role of the RNCM, a nurse can expect to interact with a wide array of 
health care professionals and a diverse patient population. Current issues that the RNCM 
unit faces include a top-down model of communication; lack of cohesion or sense of 
unity among the RNCMs; and a resistance to new policies, guidelines, and procedures, 
including those related to D&I. The state of the department of nursing as a whole reflects 
similar circumstances, with individual unit culture varying broadly and lacking cohesion.  
 The department of nursing, along with all other departments, was able to 
determine its culture as it relates to D&I from the results of an internal all-staff climate 
survey. Conducted in the fall of 2015, this survey showed that many staff at this hospital 
experienced discrimination, microaggressions, stigmatization, and exclusion common 
throughout the United States of America (Noone, 2008), with demographically 
significant groups such as Black, Indigenous, and other people of color (BIPOC); 
women; the lesbian, gay, bisexual, transgender, queer, intersex, and asexual 
(LGBTQIA+) community; individuals with disabilities; and people who are fat1 reporting 
these experiences at a statistically significant rate. This report, released for internal 
review only, demonstrated a need for further D&I education and remediation throughout 
the organization. 
 One of the challenges this Midwest teaching hospital has consistently faced is 
how to implement new policies and procedures in an effective way that facilitates buy-
in—used here to mean that stakeholders acknowledge and embrace the change. A D&I 
model may need to develop ownership of change and an ability to adapt to varying 
 
1 The word “fat” is chosen specifically here. The author encourages readers to seek out research regarding 
fatphobia and the use of “fat” as a neutral term preferable to medical terms such as overweight or obese, as 
the Body Mass Index is a flawed tool that has been widely criticized, e.g., Humphreys, 2010. 
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circumstances in order to be successful. Because of the decentralized nature of the 
RNCM unit within the hospital—individual RNCMs are stationed in separate areas of the 
hospital, similar to nursing units—RNCMs have the ability to showcase what this model 
might look like applied across the entire department of nursing, regardless of specialty.  
Significance 
There is a need for change within the nursing profession. The United States of 
America’s nursing demographics are not aligned with the country’s demographics 
(Murray, 2019), with nursing showing a disproportionately high number of white 
practitioners. Institutionalized bias favors white, straight women within nursing school 
programs, and this bias is also shown in employment (Derven et al., 2014; Noone, 2008; 
Murray, 2019). At all levels, the health care industry is rampant with examples of 
discrimination and disparities related to race, religion, ethnicity, gender, sexual 
orientation, and other socially significant markers (Healthy People 2020, 2020; 
Rivenbark & Ichou, 2020; Stepanikova & Oates, 2017). The need for D&I education 
becomes apparent once these biases are pointed out. 
The D&I challenge facing health care is complex and might seem daunting. 
Though health care institutions throughout the United States of America regularly site 
D&I as a top priority, employees of these institutions rarely see this so-called priority in 
action (Derven et al., 2014). D&I initiatives and research are typically not budgetary 
priorities, with notable exceptions—for example, a policy was introduced in the large 
Midwest teaching hospital after protests followed the murder of George Floyd. Recent 
unrest over racial inequity across the United States highlighted the dearth of D&I 
standards in health care, but education initiatives aimed at addressing D&I have been 
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largely unsuccessful and repetitive, duplicating the same teaching methods again and 
again (Purdie Greenaway & Turetsky, 2020; Smith & Percy, 2019). Insufficient research 
backs up current models for diversity programs (Smith & Percy, 2019), and D&I 
offerings are often presented as one-size-fits-all, individual classes or online modules 
crammed into the already full schedules of nurses and nursing students.  
The nursing profession needs more research on D&I education. Current research 
on the efficacy of D&I education is often done with self-reported pre- and post-data 
collected for a finite amount of training, usually just one session, and in spite of its finite 
nature, this data is presented to prove the training’s effectiveness (Truong et al., 2014). 
There is a sort of pseudo-science to these studies, which attempt to comply with the 
evidence-based model of learning but are unable to capture measurable, replicable, or 
objective data. Multiple analyses have pointed out the unreliability of this method of 
evaluation and the need to capture the longevity of any changes in attitude, along with 
these models’ impact on patient care (Gallagher & Polanin, 2015; Jongen et al., 2018; 
Oikarainen et al., 2019; Truong et al., 2014). Any developing D&I initiatives must be 
able to respond to a rapidly changing setting and a rapidly changing world with the 
ability to evaluate practice and the ability to reinforce. 
Other industries and professions have done research into D&I education. If health 
care education wishes to increase diversity within the nursing profession (Noone, 2008), 
address health disparities that affect marginalized subgroups (Murray, 2019), and address 
bias and discrimination in the workplace (Noone, 2008), an interdisciplinary approach 
may be crucial to meeting these goals. The everyday grievances and challenges of 
frontline staff are often forgotten (Hays-Thomas et al., 2012) until major, newsworthy 
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events prioritize discussions of D&I only under duress. In the meanwhile, D&I initiatives 
are often relegated to afterthought slideshows with outdated statistics instead of featured 
in active discussions that can adapt in real time, which are key teaching tools in offering 
support and guidance through nurses’ D&I journey.  
D&I initiatives should be direct responses to the effects of axes of oppression and 
power in American society, such as anti-Blackness, racism, homophobia, transphobia, 
sexism, classism, ableism, and so on. Without a new model of D&I education, the 
nursing profession will struggle to prioritize quality and equitable care for all patients. 
Theoretical frameworks emphasizing the necessary evolution of D&I education can help 
set up a new model’s underpinnings. 
Theoretical Foundation: Toward a Flexible and Integrated D&I Education 
The nursing profession is full of tradition. It is a rich and complex tapestry, woven 
from every generation and every nurse who joins its ranks. To conceptualize this 
intersection of tradition and experience, the project draws from Margaret Newman’s 
(2000) Theory of Health as Expanded Consciousness (HEC). Newman explained that 
humans are not siloed individuals, but rather borderless entities in constant feedback with 
one another. For Newman, consciousness is not something a person has; consciousness 
rather represents the full scope of existence. Consciousness is thinking and knowing, but 
it is also every level of interaction—physiological, mental, spiritual, and beyond—a 
being has with the world.  
Newman’s (2008) conception of consciousness relates to pattern recognition. 
Intersecting facets of consciousness, of these different planes of experience, can be 
understood as a pattern: each experience is a thread weaving together to make a tapestry. 
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This understanding of consciousness as pattern recognition can also be applied to the 
context of nursing. As education, tradition, and experience intersect, a nurse draws from 
different threads of experience in how they interact with patients and their profession. In 
other words, a nurse treating a patient for a disease is dealing with many flowing and 
interacting patterns: the disease is not an isolated entity, but it affects everything and 
everyone in contact with that person, from familial relationships to work to nutrition and 
more. Any patient’s individual pattern coincides with thousands of patterns within their 
life: families, friends, communities, and so on. Additionally, the pattern of nursing is 
itself part of a greater pattern of health care, which is part of a greater pattern of society. 
All these patterns, though representative of a specific phenomenon, are interconnected. 
The goal of pattern recognition is to understand. With understanding comes 
insight and the expansion of consciousness (Newman, 2008). It does not erase the pattern 
that came before it, but rather builds upon it, reorders it, and finds or creates new 
meaning and purpose. Newman (2008) saw the relationship between a nurse and their 
patient as a partnership, part of the process of pattern recognition that results in 
“meaning, insight, and action” for both the patient and the nurse (p. 21). Further, the 
process of pattern recognition is more effective when the nurse can be fully present and 
responsive on an intuitive level; self-awareness is implied. To rephrase, the nurse needs 
to have gained some understanding of their own pattern and the ways that pattern will 
affect and respond to a patient to be reflexive about their treatment standards.  
Newman’s theory demonstrates why D&I education is so important.  Nurses 
cannot be fully present with their patient if they are not aware of the ways in which their 
pattern, their patient’s pattern, and all intersecting patterns manifest axes of oppression, 
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either as actions or consequences to those actions. Additionally, the theory demonstrates 
why D&I education and initiatives to promote an inclusive environment cannot be one-
time or sporadic efforts. Pattern evolution requires an ongoing, reflexive, and mutual 
endeavor. Newman (2008) wrote that pattern recognition shines a light on the way 
forward, on possible actions to be taken. Any nurse seeking to develop a model for D&I 
education and/or the establishment of an inclusive culture must recognize that it will 
involve a partnership in which all parties will be affected and changed. The partnership 
and the learning require patience, dedication, and humility. 
Newman also provided guidance in tackling a subject that may be overwhelming 
in its entirety. Newman (2000) did not see disease as the antithesis of health, but rather an 
expression of a person’s pattern of health. The effects of oppression and prejudice are 
part of a much bigger pattern than any one individual or one profession—oppression is in 
fact systemic oppression and prejudice institutionalized. When a person sees the whole 
picture of the various axes of oppression intersecting and grasps the full extent of their 
systemic effect on every aspect of the pattern of society, it can overwhelm to the point of 
helplessness, disillusionment, and/or apathy. It may lead to statements or feelings such as, 
“That’s not my problem,” “It’s not my fault that happened,” “What am I supposed to do 
about it,” or “Why do I have to think about this when there’s nothing I can do about it 
anyway?”  
While reactions of disillusionment may be common, there is a path forward. 
Newman (2008) would suggest finding solace in the whole rather than shying away from 
it. “When the whole of a phenomenon seems overwhelming ..., it is comforting to know 
we can enter into the whole through the parts” (Newman, 2008, p. 40). In other words, 
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the size and scope of the challenges to be addressed with D&I education are of benefit, 
not detriment. Because there is so much to address with D&I, one can interact with D&I 
at many and varied places. Even micro-level changes have the potential of having macro-
level effect. Making a difference in D&I initiatives is therefore more accessible, not less 
so, using this framework. 
Accessibility is key when talking about the manifestations of prejudice within the 
pattern of nursing. Any model that seeks to promote inclusivity must confront prejudice 
by way of its individual parts to avoid participants withdrawing, while also being careful 
to not deny or downplay the “primacy of the whole,” or the significance of the big picture 
(Newman, 2008, p. 40). In other words, prejudice must be understood in its totality, but 
efforts to reduce it can be understood in smaller, more actionable components. Further, 
the goal is not for nurse participants to focus exclusively on the ways their individual 
patterns manifest systemic oppression; rather, a nurse needs to gain insight and build 
meaning into their own pattern by forming new conceptual relationships and being 
reflexive about their biases and assumptions.  
Some nurses engaging with such a D&I model may not demonstrate an 
immediate, measurable change in their behavior or attitudes. There is a duality in this 
model—of identifying and encouraging both micro- and macro-level change—that may 
take some work, time, and deeper understanding to implement. The concept of D&I is 
broad and often seems ill-defined, but it is a critical area that requires the profession’s 
considerable attention and dedication.  
The RNCM unit at a large Midwest teaching hospital is a prime microcosm of the 
nursing profession within which a new model could be piloted. Newman’s (2000, 2008) 
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Theory of HEC is a framework that provides an accessible entry point to what may 
otherwise seem an insurmountable challenge. The proposed model for D&I education 
rises to meet this challenge. Chapter 2 introduces the available literature on the current 
state of D&I within the nursing profession, expanding further on the concepts of cultural 
competence, D&I definitions and skills, emancipatory knowing, and current learning 
models to explore possible ways forward in sustainable, continuous D&I education. 
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Chapter 2: Literature Support 
 
An inclusive nursing culture is one that recognizes the systemic causes of 
exclusion, disparity, and injustice in health care and works toward their eradication. The 
body of literature available on D&I initiatives, both specific to health care and from other 
industries and professions, supports a model that embraces self-reflection, ongoing 
discussion, and an opportunity for participants to put learning into action. For the nursing 
profession, a mere awareness of health disparity or cultural difference is not sufficient; 
nurses must recognize the systemic causes of disparities, critically examine the ways they 
play a part in perpetuating these disparities, develop awareness of their own implicit 
biases, and keep each other accountable to advocate for the changes needed to bring 
about a work culture supportive of D&I. As discussed in the previous chapter, pattern 
recognition can help with these reflexive practices. Successful educational models should 
advocate for policy change at both a micro- and macro-level to support and cultivate 
deeper D&I practices. This chapter delves into the current literature on D&I in nursing. It 
first explores the foundation of current nursing practice, specifically with regards to 
cultural competence. In discussing socioecological diversity, socioecological inclusion, 
and skills associated with building D&I in nursing practice including cultural 
competence, this literature review establishes the foundations of current nursing 
education and the desired outcomes of D&I initiatives going forward by showcasing 
several models of education, both practiced within nursing and borrowed from other 
fields, for a comparative look at potential educational initiatives.  
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Current State of Diversity and Inclusion in Nursing 
In the coming decades, white Americans may become a statistical minority for the 
first time in the history of the census. Nursing scholarship has acknowledged this 
possibility, also noting the health care industry’s disproportionately white demographics 
(Doede, 2017; Gallagher & Polanin, 2015; Goode & Landefeld, 2018; Jongen et al., 
2018; Kalina, 2018; Livingston, 2018; Murray, 2019; National League for Nursing 
[NLN], 2016; Oikarainen et al., 2019; Derven et al., 2014; Truong et al., 2014; Office of 
Minority Health, 2013). The disconnect between American population demographics and 
their representation in the field of health care is an increasingly salient concern in the face 
of stagnant health disparities. Health care’s demographics are an ongoing challenge, 
brought up repeatedly with increasing urgency. Ideas on how to address the disparity are 
varied and range from appeals to institutions’ financial bottom line (Kalina, 2018) to 
detailed standards for culturally appropriate care, as released by the Office of Minority 
Health at the U.S. Department of Health and Human Services (2013). Goode and 
Landefield (2018), meanwhile, explicitly called for the diversification of nursing staff, 
noting that the field’s diversity lags compared with national demographics. Expanding on 
this, Murray (2019) pointed out that while 19.2% of nurses self-report as being from a 
racial or ethnic minority, these minorities make up approximately 42% of the United 
States general population. Given this disparity, one might assume that institutions would 
work hard to retain minority nursing staff—yet Black and Hispanic nurses are 
significantly more likely to show signs of job dissatisfaction and to leave their current 
employment (Doede, 2017; Xue, 2015). Couple this with commonly racially homogenous 
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C-suites2 within health care (Livingston, 2018) and a disturbing yet common pattern 
emerges. The challenges of such widespread and systemic racial inequity in health care 
are daunting.  
The nursing profession has made repeated attempts to rise to the challenge of 
diversification. Over the past 30 years, the major professional organizations have all 
made calls to diversify nursing and support minorities in nursing (American Nurses 
Association [ANA], 2020; National League of Nursing [NLN], 2016; National Student 
Nurses Association [NSNA], 2020). Several papers proposed or reported on pipeline 
programs encouraging children from minority backgrounds to go to college and 
ultimately into nursing programs; this practice is also popular in other health care 
professions such as medicine, dentistry, respiratory, and others (Goode & Landefeld, 
2019; Noone, 2008). Noone (2008) and NLN (2016) also discussed how to make 
academic programs more accessible to minorities in categories of race, gender, sexuality, 
and more. But despite decades of discussion, no significant measurable change has been 
achieved (Noone, 2008; Murray, 2019). Thus, there is an increased sense of urgency in 
diversification efforts.  
The literature often points out that health care has been unable to develop a 
proven strategy to improve skills associated with D&I. These skills are often referred to 
as cultural competence. In meta analyses and systemic reviews of health care education 
research spanning the past 20 years, four articles came to nearly identical conclusions: 
more research on practitioner attitudes, prejudices, and health care education was 
required to build better foundations of cultural competence in health care workers 
 
2 C-suite is made up of officers and directors within a corporation, derived from the name of many 
such positions: i.e. Chief Operations Officer or “COO” (C-suite, 2020). 
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(Gallagher and Polanin, 2015; Jongen et al., 2018; Oikarainen et al., 2019; Truong et al., 
2014). To summarize these scholars’ aggregate views, the nursing profession has been 
applying the same D&I interventions repeatedly with a weak evidence base on its 
effectiveness and, based on the low rate of lasting change in the industry, no conclusive 
proof it makes any lasting or meaningful impact on the cultivation of D&I practices in 
participants. New D&I interventions are critically important to reversing this trend. 
Cultural Competence 
Over the past 50 years, the nursing profession has predominantly looked to 
Madeleine Leininger’s (1997) Theory of Culture Care as a guide for its path to health 
equity and inclusion. Originally published in the 1950s, Leininger’s (2002) work has 
been the backbone of much of nursing’s approach to D&I. A nurse trained in 
anthropology, Leininger detailed the significance of her own work: “As the founder of 
the discipline and author of 28 books and 220 published articles, I hold that my Culture 
Care Diversity and Universality theory has made a significant contribution to establish 
and advance transcultural nursing research knowledge and practice since the mid-1950s” 
(Leininger, 2002, p. 189). Providing culturally competent care has long been considered 
the gold standard of inclusive health care, yet even nurses who subscribe to cultural 
competence theory struggle to define what cultural competence is, what it will 
definitively accomplish if provided correctly, and how to improve this skill (Cai, 2016; 
Drevdahl, 2018; Gallagher & Polanin, 2015; Isaacson, 2014; Jongen et al., 2018; 
Oikarainen et al., 2019; Shen, 2015; Truong et al., 2014). Many have argued that one 
cannot be competent in another’s culture at all (Drevdahl, 2018; Ong-Flaherty, 2015), 
and some criticized it as a way for white clinicians to control health care narratives and 
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shy away from the realities of systemic health disparities (Drevdahl, 2018). Truong et al. 
(2014) noted that “there is a tendency within healthcare to equate culture with 
essentialized notions of race and ethnicity, which can lead to practices that separate 
culture from its social, economic and political context” (p. 15). Further, Jongen et al. 
(2018) noted that cultural competence training consistently fails to explicitly address bias, 
discrimination, and racism. How can a practitioner begin to combat the issues associated 
with various axes of oppression if those axes are not identified and addressed in their 
practice? 
To interrogate how cultural competence is taught in relation to LGBTQIA+ 
advocacy and feminism, several searches on CINAHL with keywords feminism, LGBT, 
LGBTQIA, gay, queer, nursing, nursing education, discrimination, homophobia, 
transphobia, sexism, cultural competence, and health care were completed looking for 
articles addressing issues of discrimination on the basis of gender and sexuality. Though 
some articles appeared on gender discrimination and LGBTQIA+ topics as they relate to 
nursing care, rarely were sexism, homophobia, and transphobia called out, avoiding the 
systemic roots of the bias and bigotry pervading the practice. Rather, these articles were 
presented as informational opportunities to promote greater understanding of the 
LGBTQIA+ community; this was sometimes enveloped in the general education of 
cultural competence, or presented as examinations of the attitudes of clinicians towards 
LGBTQIA+ individuals tracked over time (Orgel, 2017). Studies often engaged cultural 
competence as a learning tool and/or learning outcome but failed to interrogate the axes 
of oppression that create the need for culturally competent care in the first place. The 
aforementioned literature suggests that nursing profession appears to flounder in its 
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efforts to effectively address systemic oppression through its education in cultural 
competence, instead using the theory to validate the same care models that have been 
proven not to produce long-lasting D&I results. 
Effective Diversity and Inclusion Education 
 The umbrella term of D&I suffers many of the same pitfalls as cultural 
competence. Hays-Thomas et al. (2012) pointed out that D&I initiatives often do not 
confer teachable skills. Diversity training is considered a way to improve the 
collaboration of individuals from different backgrounds but infrequently considers 
systemic sources of difference (Lindsey et al., 2015). The proliferation of vague goal 
statements in D&I training initiatives allows D&I training to ignore the root cause of 
diversity-related tensions, potentially allowing the reproduction of those prejudices in 
health care. The avoidance of complex discussions of discrimination and the systemic, 
historic nature of oppression would appear to allow for the enduring comfort of providers 
in positions of hegemonic privilege therefor resulting in insufficiently tailored care for 
minority populations (DiAngelo, 2018). D&I education provides a more useful 
framework than cultural competence for discussing broader systemic causes of injustice, 
inequity, prejudice, and bias because it does not require culture-specific competence; 
rather, it is a way to understand and incorporate difference, to celebrate it and value it, 
without fostering ignorance to the causes of systemic discrimination. 
Two concepts—socioecological diversity and socioecological inclusion—are 
useful to define in the exploration of effective D&I education and practices. Purdie 
Greenaway and Turetsky (2020) offered the following definitions:  
Socioecological diversity reflects the distribution of social groups within a  
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particular environment, including demographic composition, relative  
representation, and segregation. Socioecological inclusion refers to cues  
embedded in the environment that signal a social group’s inclusion or exclusion in  
a given setting. (p. 171)  
They explained that demographic composition is the number of individuals from a 
specific group within a larger group, while relative representation can be understood as 
the demographic makeup of a particular group or location as compared to a broader or 
larger population. Demographic segregation, meanwhile, is the ways in which particular 
social groups remain separate or come to merge, whether in a physical space or social 
space. Purdie Greenaway and Turetsky (2020) offered these definitions to explore what it 
means to promote an inclusive environment. By using the definitions provided, it begins 
to show potential goals and roadblocks of D&I education. 
While many organizations boast inclusive messaging, this is often lip service 
undone by the social setting. The aggregate attitudes of anti-Blackness, racism, 
homophobia, transphobia, sexism, and/or ableism can form an exclusionary space, 
regardless of intention, due to the louder, overall messaging of a society (Purdie 
Greenway & Turetsky, 2020). Newman (2000) also spoke of societal patterns. Societally 
instilled attitudes affect the socioecological inclusion of an institution. Addressing 
aggregate attitudes directly and with the purposeful aim of undoing patterns of 
discrimination is the only way to disrupt further proliferation of oppression within an 
institution or system.  
 When the goal of diversity training is aligned toward inclusion—i.e., the 
signaling to systemically oppressed groups through word and deed that they are wanted—
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rather than goals of avoiding conflict, usually for the comfort of the majority over the 
safety and security of the minority, it is important to ask what skills may be associated 
with successfully navigating diversity to arrive at a more inclusive environment. This is 
especially relevant as D&I have reciprocal factors, which is to say, that one might 
influence the other (Purdie Greenaway & Turetsky, 2020). In an investigation, Hays-
Thomas et al. (2012) identified three major professional environments that require 
specific subset of such skills (see Table 1, reprinted with permission). These three 
environments were summarized as “Line/Staff,” “Middle Managers,” and “Executives & 
CEOs” with “interpersonal,” “supervisory,” and “strategic” type skills corresponding to 
each environment (Hays-Thomas et al., 2012, p. 138). Notably, Hays-Thomas et al. 
pointed out that all levels need to be flexible and willing to replace policies and 
procedures that are not suited to the values of D&I. Other frequently mentioned skills in 
D&I construction included empathy, humility, self-awareness, and active listening, nearly 
all of which can be seen in all three environments.  
Hays-Thomas et al. also observed a phenomenon that often stands as a barrier to 
addressing systemic challenges in organizations in all three environments. Individuals at 
the middle management or administrative/executive levels of an organization were nearly 
entirely unaware of, and therefore unable to provide examples of “diversity-based critical 
incidents” frontline staff experienced, a portion of which were not just organization-based 
but community-based (Hays-Thomas et al., 2012, p. 135). This finding is not unexpected 
when considering the “aggregate attitude” effect discussed by Purdie Greenaway and 
Turetsky (2020, p. 172). Middle and upper leadership experience a disconnect from the 
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experiences of line/staff workers, and this often acts as a barrier to otherwise robust D&I 
efforts developed at higher levels of the organization.  
Table 1 



















Openness to try new 
   things 
 
Knowledge Self-awareness 
Constructive use of 
   policy and law 
Building healthy  
   coalitions 
Understanding power 


















Skills Active listening 
Empathy 
Proper use of line of 
   authority 
Appropriate 






   communication 
Implementing corrective 
   action 








   behaviors 
Tact 
Ability to anticipate 
   problems 
Reprinted with permission (Hays-Thomas et al., 2012). 
The unknowing exclusion of frontline staff resulted in upper levels’ ignorance to their 
specific needs (Hays-Thomas et al., 2012). An organization’s D&I efforts, in other 
words, require the inclusion of staff at all levels in order to effectively address actual, 
lived needs. The “Line/Staff” environment is most often the group with the largest 
numbers who carry out the essential tasks of any organization (Hays-Thomas et al., 
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2012). Though D&I education at higher levels may speak to investment in the ideals of 
D&I, the research suggests any functionally successful D&I effort must include—perhaps 
even prioritize—the needs of employees at the lower levels of an organization. Frontline 
staff, especially those most affected by broader, systemic oppression, must be given 
institutional support to identify, articulate, and advocate for their needs to produce a 
genuinely inclusive culture.  
The Role of Emancipatory Knowing in Diversity and Inclusion Education 
 As previously noted, a recurring problem with current D&I initiatives is the 
tendency of their lessons to stagnate and grow outdated. For D&I education to encourage 
the frequent re-assessment required for its effective application, a knowledge framework 
should be developed in the minds of D&I learners. In this role, Chinn and Kramer’s 
(2018) emancipatory knowing (EK) holds particular value:  
Emancipatory knowing is the human capacity to be aware of and critically reflect  
on the social, cultural, and political status quo and to determine how and why it  
came to be that way. Emancipatory knowing calls forth action in ways that reduce  
or eliminate inequality and injustice. (p. 4)  
Put differently, EK sparks a cycle of praxis: it is a cyclical process of identifying needed 
change, enacting needed change, reevaluating, identifying new needs, and so on. A 
similar idea was explored by Drevdahl (2018) in her rejection of Leininger’s Theory of 
Culture Care. Drevdahl presented structural theorizing as an alternative to culture care, 
asserting that nurses must turn their attention away from the individual and look to the 
structural causes of health disparities. Chinn and Kramer (2018) affirmed a similar lens in 
writing about practitioners who notice bias and hatred and encouraging those 
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practitioners to ask the question, “What is wrong with this picture?” (p. 240). Asking this 
sort of reflexive question leads the nurse toward EK and then finally toward nursing 
praxis, empowering them to make changes that moves the nursing profession toward 
justice (Chinn & Kramer, 2018). As noted by Peart and MacKinnon (2018), “EK directs 
nurses to begin by asking critical questions. In questioning who benefits from certain 
outcomes and what barriers are faced to liberation, creative processes of critiquing the 
status quo and imagining a more just world are initiated” (p. 352). There is a dire need in 
nursing for a way of knowing that includes emancipation—freedom from systemic 
structures of oppression. As EK is inherently self-reflective, it offers a self-perpetuating 
model toward D&I. 
 The transformative nature of EK can be combined with Newman’s (2008) theory 
of pattern recognition to understand its effect on the practice of nursing. A self-reflective 
nurse working from a framework of EK can assist a patient in recognizing and 
understanding their own pattern. This, in turn, affects the nurse’s pattern and changes the 
fabric of the interpersonal tapestry toward health and bolstering of empathy. This 
resonance, the ripples in a pond breaking against one another to form new patterns, is at 
the heart of the effectiveness of EK’s application in nursing. EK requires that the nurse 
not only acts, but it necessitates they reflect on the outcome of that action and in doing so 
identify the next actions (Chinn & Kramer, 2018). In other words, as new and changing 
patterns emerge, the next steps therefor become obvious.  
As EK by definition inspires change, a D&I model that works toward EK—and 
therefore toward praxis—positions itself well as a self-perpetuating education. As 
Bickford (2014) wrote, “[EK] involves critical examination of social, political, and 
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institutional structures to uncover social injustices and inequities and disrupt the status 
quo” (p. 214). This, of course, is the goal of results-driven D&I education. By setting the 
endpoint of a D&I educational model at EK, the D&I model itself has no endpoint: a 
health care practitioner encouraged toward consistent self-reflection and re-evaluation 
under new circumstances is a self-perpetuating education model in and of itself. The goal 
of an EK-focused D&I model, therefore, would be for the participants to self-perpetuate 
in their pursuit of knowledge and new information, erasing concerns over EK’s 
practicality as an educational model.   
Learning Models 
The perspective shift from “end goals” and toward continuous conduct standards 
in D&I education sets the tone for subsequent training. Reflection-oriented aims 
encourage accountability among D&I learners, in the moment and in the future, and 
inspires the mindfulness and reflection needed for intentional change (Schmidt et al., 
2016). But, as Cruse (2007) summarized, “reflection itself does not tell us what to do, 
does not solve a problem: it merely assists in identifying aspects of the problem” (p. 5). 
This identification should help guide the nurse toward further areas of inquiry, which in 
turn helps identify needed change and, eventually, some form of action (Cruse, 2007). 
Drevdahl (2018) also encouraged asking questions and being curious when encountering 
health disparities—critical questions may be part of reflection as a learning model. 
Asking followed by action is a manifestation of EK with eventual praxis—knowledge 
and understanding meeting action.  
Relying solely on reflection puts EK and praxis at risk, and innovations in D&I 
education models should position action as a natural next step to reflection. In a recent 
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study, researches attempted to identify a learning model that would increase participants’ 
recognition of when microaggressions occur. In this study, an “introspection group” 
showed no improvement in recognizing microaggressions—in fact, they affirmed their 
beliefs in stereotypes (Smith & Percy, 2019, pp. 110-111). By contrast, the group 
exposed to new information and ideas were able to take on others’ perspectives and 
inform their own (Smith & Percy, 2019). Exposure to new situations and hearing of 
experiences outside of one’s personal scope is essential for learning (Smith & Percy, 
2019).  This demonstrates the need for D&I education models to encourage both macro 
and micro changes in participants’ practice. At the micro level, individual attitudes must 
prioritize D&I efforts to avoid further marginalization of minority populations in health 
care. The presumed goal is that micro-level changes will lead to macro-level changes—
i.e., that with individual change on a mass scale, systems, too, will acquire a more D&I-
oriented focus. But this macro-level change cannot be assumed by micro-level change 
and must be actively cultivated. EK has the capacity to bring about micro- and macro-
level change in tandem. The implementation of EK with eventual praxis, a self-
perpetuating model, is better positioned to promote success in D&I initiatives due to its 
potential for longevity. 
Sukhera et al. (2018) discussed one such model poised to ensure long-term 
changes. Their research explored the interaction between “individual agency and 
workplace structures,” following a group of participants over the course of 12 months 
(Sukhera et al., 2018, p. 587). Education was comprised of multiple approaches including 
“didactic lecture, group discussion, role play, debriefing, and self-reflection exercises” 
(Sukhera et al., 2018, p. 589), thus ensuring many different learning styles were engaged 
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throughout the process. Two interviews were conducted, the first approximately 2-4 
months after the intervention and the second about 8-10 months after the first interview. 
Though they were not a formal part of the study, conversations among the participants 
happened throughout the 12 months.  
In the results, participants reported changes in behavior based on “role modeling, 
communication, and collaboration” (Sukhera et al., 2018, p. 591). Participants were able 
to reflect on their own actions, return to the group to discuss, and gain confidence to 
make changes that others within the group reinforced. Sukhera et al. (2018) noted one of 
the barriers to change, despite the relative success of the model, was the feeling of 
powerlessness against policy and administrative constraints among participants. This 
barrier highlights the need for employees at different levels of the organization to be 
involved in self-perpetuating D&I education in order to facilitate praxis once EK is 
achieved. 
Moreover, ongoing education and support for learning is required for health care 
practitioners. As noted by Sukhera et al. (2018), participants cannot retain knowledge and 
maintain changes partially because returning to their working environment brings them 
back into the aggregate culture of the group. If the aggregate group is not involved in the 
same D&I education, self-perpetuation becomes impossible. Multiple members of the 
group with social capital are required to influence meaningful change. Notably, Sukhera 
et al. (2018) posit that this partial-group education is one reason why current models of 
education do not produce measurable change. Their research produces understanding of 
how group dynamics influence learning. The techniques outlined by Sukhera et al. (2018) 
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could assist in building a sustainable culture of inclusivity in health care and producing 
significant results toward more diverse and specialized care. 
 This chapter has compared and synthesized several models for D&I education that 
address a key problem in current D&I research: producing lasting results. EK sets up a 
framework that allows for reflexive, ongoing learning and action (Chinn & Kramer, 
2018). Meanwhile, Hays-Thomas, et al. (2012) pointed out specific skills that can be 
taught and measured, and Sukhera et al. (2018) illuminated group dynamics and 
highlighted the need for discussion, reflection, and long-term support. Together, these 
models begin to form an outline for D&I education. The synthesis of these models 
provides D&I education with new mission statements and elements, which are teaching 
identifiable, measurable skills, providing long term support for discussion and reflection, 
and setting the goal at EK and nursing praxis. With this knowledge, a D&I model would 
be set up for self-perpetuation. Chapter 3 aims to take these lessons to form a new model 
for reflexive D&I training with the ultimate aim of achieving a self-perpetuating, 
reflexive nursing culture. 
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Chapter 3: Development of Practice Project 
The nursing profession vocally calls for diversity while the aggregate attitude of 
the larger society marginalizes minority groups. This exclusion affects the nursing 
profession’s culture, our professional pattern, and—most importantly—our patients. As 
nurses, we need a better system for unlearning the systemic ills that permeate our 
communities and developing tools to counter them.  I see this among the RNCM unit at a 
large Midwest teaching hospital, too. At their core, I believe nurses want to help their 
patients and support one another, and I see no evidence to the contrary. What I do see is 
example after example of ignorance in action that requires education and support to 
recognize and unpack. To this end, I propose an education program that will facilitate 
support for D&I learning over a yearlong period. The program will include discussions, 
journaling, and other methods of reflection to guide participants in pattern recognition, 
emancipatory knowing (EK), and praxis. Newman (2000) pointed out that no being 
functions in isolation, that patterns influence one another. Thus, new D&I education is 
necessary to help address systemic axes of oppression that affect a nurse’s ability to give 
quality, compassionate care. This chapter will introduce a new model for D&I education 
using Newman’s (2000) Theory of HEC, discuss weaving as a metaphor for D&I 
education, and reflect on concepts of nursing leadership as it applies to the project.  
Developing a New Model for D&I Education 
I am part of the RNCM unit of a large Midwest teaching hospital which is 
primarily white and female, with little visible diversity in its mix. This is reflective of the 
overall demographics in the nursing profession (Murray, 2019). This demographic 
landscape has resulted in troubling interactions within the unit with visible minorities 
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within the unit sustaining harassment. In my time within the unit, I have heard cries of 
“reverse racism”—a concept that is itself racist by ignoring the systemic nature of 
racism—when challenged on their treatment of a Black coworker. This white coworker 
also accused our black colleague of “playing the race card” when racist actions were 
pointed out, subverting and dismissing valid criticism of the Black coworker’s treatment. 
They outright claimed that their Black coworker only maintained their job because they 
were Black, not because of their years of experience and knowledge in the field. 
Leadership’s reaction when this situation was brought to their attention was shock and 
dismay, as if they could not imagine such a situation at their institution. Yet this is only 
one example of the types of attitudes on display within the unit, demonstrating a clear 
need for comprehensive education. 
For my practice project, I developed a D&I education model with the aim of 
implementing it in my RNCM unit to produce a more inclusive nursing culture at a large 
Midwest teaching hospital. Highlights of the educational model include several learning 
modes such as didactic lecture, group discussion, guided reading, and personal reflection. 
The D&I educational program will be led by myself and is initially planned for a 12-
month implementation but could be extended or shortened as appropriate. Throughout the 
project, monthly check-ins among participants will be established for discussion, 
reflection, and facilitation and to identify potential for change, both within the project and 
on the nursing unit in general. Implementing the tenets of reflexivity, participants will be 
asked questions to gauge the evolving needs, understandings, and directions of the 
curriculum. The model is receptive to changing needs on the unit, allowing for additional 
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information to be taught as needed throughout the program’s duration. Specifics of the 
project will be discussed in more detail in the following sections.  
Steps Already Taken 
In some ways, this project began over a decade ago. I am a woman, queer, and 
neurodivergent. I have spent time and energy educating others on feminism, queer issues, 
and attention-deficit/hyperactivity disorder, helping those around me to see me as a 
person worthy of dignity and respect despite the pattern of society telling them otherwise. 
I am also white, able-bodied, and cisgender. The privileges those descriptors afford me 
have become just as important in my journey of pattern recognition, expanding 
consciousness, and EK. When I began my career as a nurse, I saw the ways this 
profession included me—the history of nursing is often cast as the history of white 
women—and excluded me, such as the lack of education on the care of the LGBTQIA+ 
community. I saw the same patterns of inclusion and exclusion repeat themselves once I 
earned my license and started practicing nursing.   
I have taken several steps to advocate for the adoption of a new D&I education 
model in my RNCM unit. In January 2019, I joined a committee of instructors for the 
“cultural considerations” portion of the nurse residency program at my large Midwest 
teaching hospital. The curriculum for this class was pre-set when I joined, but I was able 
to see firsthand the impact of didactic lecture in combination with group discussion and 
activities on participant beliefs and practices. By mid-summer of 2019, the group of 
instructors, including myself, identified the need for modifications to the curriculum and 
together designed a values-based D&I class that utilized the values of the hospital as a 
framework for D&I education. The new curriculum provided skills and techniques for 
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responding to microaggressions and unconscious bias such as speaking up; showing 
support in the moment; how to report incidents of discrimination by a patient, visitor, or 
coworker; and how to apologize in a meaningful way when needed. This is different from 
the original content which focused on general diversity-related facts and discussion of 
health disparities with no actionable items. We began teaching the new material in 
January of 2020 and were able to run three classes which were in person with 
approximately 50 students in a lecture hall prior to the COVID-19 pandemic, which put 
an indefinite pause on the large gatherings for these classes.  
Prior to classes pausing, I was also able to arrange face-to-face meetings with the 
administrators who are the assigned D&I advocates for the Department of Nursing at the 
large Midwest teaching hospital. At this meeting in the fall of 2019, I presented a 
situation, background, assessment, and recommendation (SBAR) report based on my 
thesis project about my hopes for D&I education at my large Midwest teaching hospital 
which included implementation of a committee with relevant stakeholders, such as nurses 
who are BIPOC, LGBTQIA+, or from other similarly marginalized groups, along with 
members of leadership in order to examine best practice in D&I education and how to 
effectively communicate D&I goals throughout the department of nursing. There was 
some receptiveness from the administrators to push change in this direction. However, as 
planning for D&I education happened at the administrative and executive levels, my 
proposal had to be approved on a particular timeline and forward momentum was lost 
upon the onset of the COVID-19 global pandemic.  
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Steps Moving Forward 
Further meetings and planning will need to be held with administration and unit 
leadership in order to gain support for the project’s implementation and to collaborate on 
its contents, which pushes D&I education to a more reflexive model. Prior to the start of 
the program, I will need to establish buy-in from the RNCMs via poll or questionnaire 
before seeking approval from the nurse manager for the RNCM unit. Then I will meet 
with nursing education specialists and stakeholders from various levels of the 
organization to discuss the method and content of the program. This will be a 
collaborative effort guided by the literature as discussed in Chapter 2, keeping in mind 
the need for specific goals and skills, longevity, opportunity for reflection and discussion, 
and the overarching desired outcome of EK with praxis.   
Once an outline of monthly modules is established, participants on the RNCM 
unit—along with their facilitator, who will most likely be myself—will be able to set 
their own progression through the program with the use of my developed framework. 
This will allow the model to be flexible and responsive to the specific needs of the unit 
while still providing necessary structure. The following is a rough outline of learning 
areas that will guide the program.  
The Model 
The first month of the program will primarily focus on establishing expectations. 
Participants will meet to discuss a code of conduct for the program and the unit going 
forward. This will set the tone of the program and establish the collaborative nature of the 
model early in the process.  
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In order to root the model in evidence, facilitators will share resources/research on 
D&I-associated skills and learning modes to guide this process. Facilitators will also 
share the framework for the program, including suggested topics and corresponding skills 
with the RNCMs. Some topics/skills may be deemed mandatory such as the most 
common cited by Hays-Thomas et al. (2012); e.g. flexibility, empathy, humility, self-
awareness, and active listening, but the discussion and subsequent learning surrounding 
these topics would vary depending on group need. The initial session would be the first 
step in the D&I-associated skill “building healthy coalitions” (Hays-Thomas et al., 2012, 
p. 138). The first session would also function as an orientation, introducing participants to 
a virtual learning platform like SharePoint and Yammer or similar tools for material 
disbursement and discussion. Ideally, leadership will allocate time within the staff’s 
schedule so as to promote participation. These platforms are currently utilized by the 
large Midwest teaching hospital in learning contexts and should be familiar to 
participants.  
Month two will begin the discussion of pattern recognition. Participants will learn 
to identify their own pattern as well as patterns they intersect with, e.g., patients, doctors, 
families, administrators, and so on. As Newman (2008) suggested, the RNCMs may gain 
understanding of the complete pattern by first understanding a smaller part of it. The goal 
of this session, therefore, is for participants to understand and recognize their own 
patterns, then their unit’s, and so on, eventually gaining an understanding of the way their 
pattern overlaps and is informed by the environment around them. Pattern recognition 
leads to an understanding of how those patterns could expand and evolve. Participants 
will then reflect on the previous session, identifying ways the skills learned in the module 
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were observed in their nursing practice in action and if they perceived any differences in 
the attitude and actions of the unit.  
Within the first three months of the course, participants will learn about current 
and historical axes of oppression starting with systemic-level challenges (detailed below) 
and gradually guiding the participants into identifying micro-level manifestations of 
systemic inequity. Participants will be exposed to modules developed ahead of time. This 
material has not yet been developed—as noted, high levels of approval are required 
before moving ahead with these modules—but it will likely include select readings, 
videos, and presentations by members of systemically affected demographics. These 
readings, videos, and presentations will pay special attention to racism, anti-Blackness, 
homophobia, transphobia, sexism, classism, and ableism. These are primary axes of 
oppression and prejudice that often manifest in the United States of America and are seen 
frequently in health care (U.S. Department of Health, 2020). Participants will have the 
opportunity to identify and explore other topics that are relevant to specific patient care 
over the course of the program.  
Participants will be encouraged to reflect on their own experiences in relation to 
these topics and to listen to the experience of people different from themselves, with 
testimonials available from a wide array of backgrounds and perspectives. Testimonials 
are currently available through the Office of Diversity and Inclusion at my hospital, 
posted to the intranet. The goal will be to develop the skills of perspective-taking, 
empathy, and understanding of systems of power and privilege in correlation with 
oppression, prejudice, and discrimination—in other words, RNCMs will develop nuanced 
understanding of extant power dynamics in their day-to-day lives and practice. 
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Participants will be given the opportunity to follow up this session with reflective 
activities such as journaling and practicing pattern recognition.  
Subsequent months will focus on development of other skills associated with 
D&I, jointly established by the literature and the RNCMs. Some of these skills will be 
taken from those listed by Hays-Thomas et al. (2019); e.g. flexibility, empathy, humility, 
self-awareness, and active listening at a minimum, but others will be identified 
collaboratively with the RNCMs and facilitators. Facilitators will encourage the RNCMs 
to share their experiences on the unit in relation to the skills they are learning and putting 
into practice. There will be ongoing discussions regarding observed or perceived changes 
to their nursing practice. At the 6-month timeframe, the RNCMs will be asked to identify 
a micro change they would like to institute on the unit that would impact D&I in some 
way. This project could be something as simple as making sure video devices for 
translation are regularly charged and updated between patients or making sure the unit 
knows the appropriate procedure for addressing a patient that is using racist language. 
The participants will be given support from facilitators for this project and will draft a 
report in SBAR format to propose and support a change.  
Allowing the RNCMs to identify and enact a plan for change will result in 
empowerment. It will also assist in the participants’ grasp of EK (Chinn & Kramer, 2019) 
and praxis. Once the RNCMs identify and understand a problem, acting on it and seeing 
results from those actions should help them fully grasp EK and what praxis looks like. 
The goal is for the RNCMs to begin to self-perpetuate the model by taking on new 
challenges and areas of change, growing in scope as they begin to understand their own 
power and place within the broader pattern. 
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As the RNCMs progress through the program, each month they will be given a 
ribbon of different color and design to represent skills and topics learned, or patterns 
recognized. These ribbons will then be woven together to create a new, expanded pattern 
that reflects their new expanded consciousness or understanding of D&I—a pattern 
unique to the RNCM unit.  
Evaluation 
  Evolution of patterns can be difficult to quantify when it is gradual and in areas 
that are about attitude and feelings. This is perhaps why the majority of D&I initiatives 
rely on self-reported pre- and post-test data to show validity. But as discussed in Chapter 
2, these methods are also often criticized for leading to weak correlations based on loose 
methodology (Gallagher & Polanin, 2015; Jongen et al., 2018; Oikarainen et al., 2019; 
Truong et al., 2014). Rather, a longitudinal, qualitative analysis is required in order to 
capture a shift in unit culture toward inclusion (Houser, 2018). Using a longitudinal, 
qualitative analysis model captures a more complete picture of changes made, thereby 
only partially relying on self-report as observation will be interwoven with the findings. 
The facilitator of the monthly learning sessions will gather information from 
discussions and shared reflective journalling over the 12-month course of the program, 
aggregating the data to track an increase in skills identified at the start of the program 
along with any change in participants demonstrating pattern recognition, EK, and praxis. 
Specifically, tracked results will include: noted shifts in thinking; identifiable shifts in the 
way the RNCMs discuss patients; whether the RNCMs recognize patterns more readily; 
whether the RNCMs recognize what their patterns are influenced by and how their 
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patterns influence the patterns of others; if they recognize opportunity for change; and 
whether they act on that opportunity, thus achieving praxis.  
The analysis will look for the quality of change rather than the quantity. Not every 
RNCM will be at the same point in pattern recognition and EK by the end of the program. 
Since these are ongoing processes that will never have an end point, each RNCM’s 
journey will be different. By allowing and encouraging the RNCMs to focus on their own 
pattern, they are finding a more accessible way to confront what may be an 
overwhelming phenomenon in its whole (Newman, 2008, p. 40). Self-reflection, and 
therefore pattern recognition and evolution cannot be forced, expected, or predicted. Self-
reflection is individual to the RNCM’s pattern (Newman, 2000, p. 20). The goal is to 
promote an inclusive culture, but the focus remains on the RNCM who is evolving. Any 
overall increase would mark the program as a success.  
Health as Expanding Consciousness 
The idea of patterns of thought, patterns of actions, patterns of an organization or 
of society itself has been seen throughout the literature presented in Chapter 2 and in the 
model presented here in Chapter 3. Margaret Newman’s (2000, 2008) Theory of HEC 
helps make senses of these patterns and provides a framework for D&I education. In 
working toward change in an individual’s pattern, the aggregate patterns that a nurse is a 
part of should see change and evolution, too.  
Concept of Consciousness 
The ability to recognize and interact with patterns is a matter of consciousness as 
well as intelligence. In her Theory of HEC, Margaret Newman (2000) contends that 
humans have the capacity to interrelate with the wider pattern of existence on multiple 
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levels of consciousness. For most people, the idea of consciousness is the ability to think. 
It is a state of being awake and aware of the world, and it implies sentience and 
intelligence. Newman (2000) suggests that consciousness is indelible from personhood: 
“The person does not possess consciousness—the person is consciousness” (p. 33). 
Consciousness is the way a person interacts with the world at all levels, including all 
physical, chemical, and genetic systems that operate to form the whole human system.  
Thinking and feeling are not essential to consciousness (Newman, 2000), nor is 
consciousness something to which humanity has exclusive claim. Consciousness is not 
only about what an entity consciously does. It is everything that entity is or does in life, 
all its interactions. RNCM participants will come to understand that their consciousness 
is not just about what patterns they knowingly interact with, but also those that are so 
intertwined in the fabric of society that they can be difficult to identify. By understanding 
consciousness as Newman (2000) defines it, RNCMs can more readily begin to embrace 
pattern recognition. 
Concept of Pattern Recognition  
The goal of pattern recognition is understanding. Newman (2000) posited that the 
process of understanding and recognizing both our own pattern and the pattern of others 
and the environment was the first step to expanding or evolving consciousness, leading to 
health. Pattern recognition is purposeful and provides meaning to one’s identities and 
experiences (Newman, 2000, 2002). Once a person understands the meaning of a pattern, 
this creates self-awareness. In nursing, it is essential to understand one’s own pattern to 
assist a patient to recognize their own. This is because there is an inherent exchange 
between patterns. Newman (2000) discussed this as ripples in a lake surface; if someone 
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throws two stones into the lake, each creates a ripple that will eventually meet and 
influence the other. The lake as a whole represents society, with various communities, 
families, etc. causing ripples of their own, all meeting and influencing each other. An 
RNCM being able to recognize their own pattern is essential. It allows the RNCMs to 
also recognize the reciprocal exchange between their pattern and another, what is being 
gained or added in either direction. Once someone can recognize their own pattern, they 
begin to recognize other patterns, too. Like finding the corner piece of a puzzle, the rest 
starts to come together.  
With understanding comes insight and the expansion of consciousness, the overall 
process of life (Newman, 2008).  It does not erase the pattern that came before but rather 
builds upon it, reorders it, and finds new meaning and purpose in it. Newman (2008) saw 
the relationship between a nurse and their patient as a partnership in the process of 
pattern recognition that results in “meaning, insight, and action” for both the patient and 
the nurse (p. 21).  This is applicable in a variety of ways. First, the facilitators of the D&I 
education should not enter it without understanding and anticipating their own evolution 
brought on by the pattern recognition they are guiding. Second, as the RNCMs begin to 
apply what they are learning and begin to interact with their patients’ patterns with full 
understanding, their own patterns will be affected. Further, the process of pattern 
recognition is more effective when the nurse can be fully present and responsive on an 
intuitive level; the prerequisite of self-awareness is implied. The nurse needs to have 
gained some understanding of their own pattern and the ways in which that pattern will 
affect and respond to a patient. RNCMs will be encouraged to journal and reflect on the 
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interplay of patterns. This aspect of Newman’s theory has dual implications to the 
development of a model to promote an inclusive nursing culture. 
Primacy of the Whole  
Newman’s (2008) HEC writings return to the theme of the whole being reflected 
in the parts again and again. She referred to this as the “primacy of the whole” (p. 39). In 
other words, the interweaving “whole” of the patterns cannot be ignored or bypassed, but 
one can begin to understand or recognize by understanding “the whole is present in the 
parts and can be encountered through the parts” (p. 39). This focus on smaller 
components within the whole is most immediately reflected in Newman’s (2000) 
discussion of health and disease. When disease manifests as part of a person’s pattern, the 
manner it manifests is determined by the entire experience of that person over time and 
place. For example, one cannot address diabetes the same way in every single person 
because the way that disease manifests is influenced by not only the person’s actions in 
the present, but their entire history. It will also be influenced by where they are, what 
resources they have access to, and how their body reacts to the disease process.  
In the practice of D&I education, the primacy of the whole is a concept both the 
facilitator and the RNCM participants must keep in mind. For the facilitator, it returns to 
the idea of balancing micro and macro level changes. The goal of micro level changes is 
to enable macro level changes, but the need for macro (systemic) changes can become 
overwhelming. Pattern recognition requires both looking from a distance and at close 
range. Assisting the RNCMs to reflect upon the challenges of systemic oppression and 
discrimination in a way that identifies where they can affect change will be essential. 
This is reflected in the EK (Chinn & Kramer, 2018) project that the RNCMs will take on, 
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assisting them to see both the whole and where they can enter it through its parts to make 
a change or engage in praxis.  
Concept of Health 
Disease is often presented as the antithesis of health. For many, to be healthy is to 
be free of disease. However, Newman (2000) explored the notion that health is not 
maintained/misplaced/gained through the prevention/occurrence/elimination of disease, 
but rather health is the expansion of consciousness; the ever-evolving ability of persons 
to process and understand not only their own pattern, but the universe around them. 
Health is not in opposition to disease, but rather disease is part of health and health is part 
of the overall pattern of a person. When humans are sick, that is an observable 
presentation of their pattern, a part of the whole, and it is a specific presentation to that 
person based on the way their pattern interacts with other patterns. The pattern of the 
person will evolve in response to the manifestations of the disease process and eventually 
expand, incorporating and reorganizing the information, and that expansion is health, 
regardless of the presence or absence of disease (Newman, 2000). This makes for an 
interesting and useful way to discuss systemic axes of oppression. 
 I believe one of the failings of traditional D&I education is the implicit fallacy 
that D&I education will “cure” a person of their prejudice and bigotry. Much like any 
chronic disease, we must begin to think of addressing systemic oppression, prejudice, and 
bigotry and the ways it has influenced our patterns as a lifelong challenge. RNCMs with 
the assistance of their facilitator will identify ways in which they can come to a new 
understanding of their own D&I “health” and how it is maintained and explored. Each 
person will have their own influences based on their backgrounds that impact how 
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systemic prejudice, etcetera, manifests, and therefore, the best way to address it with each 
person will be different. Learning the nuances of what each person sees as their D&I 
health will be part of the journey RNCMs participate in the program. 
Assumptions 
For this project, the assumption has been made that axes of oppression function 
analogously to chronic diseases within the larger patterns of communities, societies, 
nations, and the world. As Newman (2000) put forth, disease is not the antithesis of 
health, but rather a part of health. It is an expression of the pattern in question, and it is 
the ways societies choose to interact with and express that pattern that matters. Likewise, 
there is no “cure” for racism; prejudice is part of the fabric of society, a “manifestation of 
the evolving pattern of person-environment interaction” (Newman, 2000, p. 17). It is up 
to both the individual and the collective population to address this part of our pattern and 
evolve. The marks of systemic racism, sexism, homophobia, etc. will always be part of 
the pattern, will always affect the expression of the pattern, but in recognizing the 
prejudices in our society, the pattern can evolve toward new forms of expression that 
reach for greater compassion and equity. This does not mean that expressions of 
prejudice and discrimination are inherent to the human condition. Rather, it means that 
humanity will never erase that prejudice and discrimination once happened, and the 
evolution of humanity’s pattern will always reflect that. 
The manifestations of oppression will never impact just one person or a single 
community. Just like a medical disease, axes of oppression will not affect two individuals 
the same way. In other words, when pursuing an inclusive culture or pattern, it must be 
acknowledged that many prejudices and forms of discrimination are manifestations of 
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patterns beyond the scope or control of nursing or an individual nurse, but still bear 
meaning and influence on practice. 
Weaving as a Metaphor 
A woven pattern can be intricate or simple, but regardless of its complexity, its 
parts come together to make a whole. Over the course of the program, RNCMs will be 
invited to weave together a new, evolved pattern for the RNCM unit. To help them 
visualize patterns as a woven pattern, RNCMs will be given ribbons each week to 
represent one strand, and by the end the ribbons will be woven together to show the 
pattern they have learned and revised through the course of the module. An example is 
pictured in Figure 1. 
In a pattern, each of the RNCM’s concepts and skills come together to form 
something new. This new pattern shows that a RNCM isn’t expected to leave behind any 
part of themselves as they evolve their pattern, but rather that pattern recognition and 
evolution is a process of expansion that builds on what is already there—in their 
identities, experiences, and skills—to form a new expression of their practice. Just like 
the actual act of weaving, the act of pattern recognition and expansion are skills RNCMs 
can learn and develop over time. Not only will the pattern change as they progress, but 
the RNCMs will become more adept at recognizing those changes and identifying how 
they work into the pattern. Envisioning new skills and perspectives as new “ribbons” to 
add to the woven pattern is also representative of EK and praxis—self-reflection and self-
perpetuation of nursing education—which is the ongoing goal of the program and this 
project. 
 




Art commissioned from Tracey Alvarez (2020). 
Concepts of Nursing Leadership 
Encouraging nurses toward strong leadership in a complex adaptive system (CAS) 
was kept in mind in the development of this project. A CAS is a reciprocal, reflexive 
system that does not progress linearly from point A to point B, but rather shows the 
ability to learn in complex situations and challenges and evolve to meet the need, 
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sometimes in unexpected ways (Crowell, 2015). The intricate workings of a hospital 
would be considered a CAS. Leadership in such a setting requires an understanding of the 
way each part or member of the CAS interacts. Like Newman (2000, 2008), Crowell 
(2015) discussed the whole being greater than the sum of its parts, saying, “The patterns 
of relationships and connections result in the emergence of novelty and even newer 
patterns of relationships” (p. 34). This exemplifies the cyclical nature of individual agents 
acting and reacting to each other, bringing about new understanding and new 
organizational structure.  
Crowell (2015) also made clear that leaders do not exist on the outside looking in 
or even sitting at the top within a CAS. Rather, every member of an organization, bottom 
to top, is an equitable part of the CAS. To borrow a common phrase, leading within a 
CAS is akin to driving the car while the passengers bottle lightning; it is the leader’s job 
to provide stability, safety, and structure so that the miraculous feat of progressive change 
can occur. It is the facilitator’s job within the D&I education to be the type of leader who 
can support praxis. 
My proposed project aims to provide stability, safety, and structure to ongoing 
learning so RNCMs can reach that “aha! moment” in which they begin to recognize their 
own patterns and the ones they intersect with. Then they can begin that journey toward 
praxis through EK (Chinn & Kramer, 2018). Change happens and it is driven by the 
frontline staff members, facilitated by their leaders—just like this module. 
While I have taken many steps already on the path of establishing this new 
program for D&I education, there are many more to come. The proposed program for this 
project is robust and requires a long-term commitment with execution over a 12-month 
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period. It will focus on skills-oriented education and supporting the RNCMs through 
recognition of their own patterns and the ways systemic axes of oppression intersect with 
them and the patterns around them. The RNCMs will be encouraged to develop a micro 
project to affect change on their unit, thus putting EK into action and achieving praxis. 
This will set them up for what will hopefully be a lifetime of EK. Throughout the course 
of the program, the RNCMs will also participate in the physical weaving of strips of 
material that represent different aspects of themselves with new skills and understanding 
gained from the program, thus creating a physical pattern to emulate the theoretical 
pattern of their experiences, identities, and practice. Throughout, the project has kept in 
mind the nonlinear nature of CASs, which requires leaders who empower and enable 
their staff to achieve change. Having proposed this project, in the next chapter I will 
evaluate its efficacy and reflect on lessons learned during its development.  
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Chapter 4: Evaluation and Personal Reflection of the Practice Project 
 The longevity of the proposed project, coupled with the nature of the learning I 
hope the project achieves, makes it best suited to qualitative rather than quantitative 
evaluation. Though this project is largely unimplemented at the time of writing, the 
process has shed light on new ideas and thoughts, mistakes and triumphs. Reflecting on 
the project was an informative and meaningful experience. This chapter will describe an 
evaluation method for the D&I program’s efficacy and critically reflect on steps of the 
development process to foster additional insights into the project. 
Evaluation Process 
It is important to note that the evaluation process for the proposed program is 
framed with ideas of qualitative inquiry and research, although this is not a research 
project. The validity of qualitative data is an often-discussed topic (Holloway & Galvin, 
2016), but reframing qualitative data in different terms helps us to comprehend its 
usefulness. Holloway and Galvin (2016) wrote about an alternative to the notion of 
validity called trustworthiness in which those who use qualitative analysis develop 
trustworthiness through sound and adequate methodology. Because this is not a formal 
research project, this section will not evaluate all the suggested pillars of trustworthiness, 
but rather will concentrate on what Holloway and Galvin indicate is the most essential 
category: credibility. Because qualitative data is based on the context from which it was 
pulled, it can only be validated by those from within the same context (Holloway & 
Galvin, 2016). This project will encourage credibility among its participants by sharing 
the results of the D&I education model with its participants for approval. The participants 
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will have the opportunity to review and discuss takeaways from the program with the 
facilitator to verify that the facilitator has accurately aggregated the information.  
 Qualitative analysis is most appropriate for this project to capture group 
dynamics and social phenomena over time. Qualitative approaches are considered most 
appropriate for capturing behavior and attitude (Chinn & Kramer, 2018; Holloway & 
Galvin, 2016; Houser, 2018). The use of a longitudinal approach based on the success of 
Sukhera et al.’s (2018) model for examining learning within specific social contexts was 
also chosen. Sukhera et al. showed the shifting nature of the aggregate attitude based on 
conversation among coworkers and participants to capture new aspects of the learning 
process in a closed environment. This led me to believe that a similar approach would be 
most appropriate for conducting the D&I education as well as evaluating its efficacy 
within a closed nursing unit.  
Critical Reflections 
One of the core tenants of this project has been self-reflection. Over the course of 
this project, I have done a wide array of self-reflection, reading, and taking in sources of 
information from both within and outside of the nursing profession. I have spoken to 
nurses from a variety of backgrounds and accounted for their concerns while listening. In 
all these steps, I have reflected on not only the project but on myself. As I delved into this 
project, I had to ask myself—why show my depth of care and passion for D&I? Why not 
show it? Things like personal knowing, speaking out on behalf of people who have been 
discriminated against, including myself—these are important to me. Creating a project 
that allows me to explore these questions and implement solutions has been an incredibly 
affirming experience. 
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If there is one thing I would do differently in this journey, it is to find a way to 
personally reconcile the need for systematic, empirical proof with the certainty in my 
heart that change is needed immediately. It seems urgent that nurses—even fellow human 
beings—place value in the lived experience of those who deal with the brunt of systemic 
prejudice. Society teaches that marginalized populations do not matter and therefore their 
testimony is discounted as non-evidentiary. The nature of evidence has been, and will 
continue to be, a prescient question for me through the implementation of this project.  
My view is one of cautious optimism. I cannot do away with all hope and belief 
that humans are inherently good, that we want to do good in the world and reduce harm. 
If there is any way to accomplish goals of inclusivity in the nursing profession, I want for 
it to be found and acted upon. One mistake I have seen play out in my reading again and 
again is the hubris of championing one’s own work above all others. I cannot pretend to 
have all the answers, only to suggest that we try a way different than what we have tried 
before. My project is one proposed way forward. I am proud that I have done this work. 
Ultimately, much of this project will not come to bear fruit for a while. I cannot 
validate my proposed model yet and, owing to systems of approval, the ongoing COVID-
19 crisis, and other factors, I am not yet certain I will get to enact it as envisioned. If I put 
the model into action, seeking to establish the credibility of the project by sharing 
findings with the RNCMs who participate will affirm the self-reflective thesis of the 
model. As RNCMs review and give feedback on the findings, the process of internal 
validation will involve reassessment, adjustment, and further reflection on the way 
forward. A qualitative, longitudinal approach will help identify the changes the project 
encouraged over time, thus ensuring my proposed model does not fall into the trap so 
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many D&I models have in the past—that, in other words, no sustained change in nursing 
values or practice was reported. Over the course of the next chapter, I will discuss next 
steps and what this project could mean for the nursing profession and the RNCM unit at a 
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Chapter 5: Conclusions, Implications, and Plans for Future 
The purpose of this project was to develop a new model for D&I education that 
would address many of the challenges and criticisms current models face, especially 
when it came to sustained change within the nursing profession—but this project is 
only the beginning. Implementing this module on a nursing unit and collecting data to 
better understand its efficacy and usability is the next step. Leadership at a large 
Midwest teaching hospital will be engaged to implement this training and further define 
the model to be as successful as possible. This project could provide a new way 
forward in addressing difficult topics in D&I, especially in matters of systemic 
discrimination, by assisting the nursing profession to confront axes of oppression and 
subsequent fallout within the professional pattern. This is reliant on a widespread 
pattern recognition, with each nurse within the profession taking responsibility for what 
they want for the nursing profession. Newman’s (2000, 2008) work provides a guide, 
but nurses must be willing to take the steps to engage with this guide. Chapter 5 will 
discuss the future of the project and its relevance to the RNCM unit of the large 
Midwest teaching hospital along with the nursing profession as a whole. 
Next Steps 
Steps that can be taken in the near future include consulting with stakeholders on 
the content of modules within the project, ensuring each of the modules are capable of 
navigating topics in D&I with respect while remaining accessible. It is important that 
modules deal with axes of oppression and the historic and systemic nature of various 
forms of discrimination and prejudice, but that they remain simultaneously sensitive and 
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direct. The outline for the modules is currently vague and flexible, but the goal is to 
develop it for and with prospective buy-in from leadership at the large Midwest teaching 
hospital. 
Interest has been shown by leadership in hearing a presentation on topics of D&I, 
which highlights the potential for buy-in from RNCM leadership. Currently, the project is 
limited by a lack of robust resources. For the proposal to be heard, it will require the 
assistance and buy-in of leadership at the highest levels, requiring that the executive level 
supports front line staff—a necessity encouraged by Hays-Thomas et al. (2012). While 
there is no lack of drive and passion for the subject, procuring support for the project at 
the upper levels is the next big challenge. In the meantime, it will be an ongoing priority 
to read relevant literature and seek out any opportunity to expand the knowledge base on 
the subject matter. D&I is an ever-evolving subject and new research and information 
come to light every year, and the practice of reflexivity and working new “ribbons” into 
the pattern of this project can only help to strengthen it and broaden its scope. 
Implications for Nursing  
The nursing profession struggles with D&I. This struggle is well documented 
(Purdie Greenaway & Turetsky, 2020; Smith & Percy, 2019). Pipeline programs that 
funnel diverse populations from primary and high school toward nursing programs 
seem to be the profession’s best hope at increasing diversity (Goode & Landefeld, 
2019), but this will do little good without shifting the culture toward inclusivity. For the 
past several decades, the nursing profession has attempted to address the effects of 
oppression, discrimination, and prejudice within the field but has largely struggled to 
implement these changes long-term (Doede, 2017; Gallagher & Polanin, 2015; Goode 
ACHIEVING AN INCLUSIVE NURSING CULTURE 51 
 
& Landefeld, 2018; Jongen et al., 2018; Kalina, 2018; Livingston, 2018; Murray, 2019; 
National League for Nursing [NLN], 2016; Oikarainen et al., 2019; Derven et al., 2014; 
Truong et al., 2014; Office of Minority Health, 2013). Thus, the nursing profession 
would widely benefit from a new approach to D&I education. 
The RNCM unit of a large Midwest hospital has demonstrated a need for new D&I 
education. Anecdotal evidence would suggest that the unit functions under the same 
axes of oppression that affect the large Midwest teaching hospital, along with the entire 
nursing profession and health care as an industry. If a new model for D&I education 
were successfully implemented, the unit may see improvement in staff satisfaction, 
successful navigation of the multidisciplinary team, and patient satisfaction as their 
treatment becomes more specialized through the self-reflection of their nurses. The 
ability to use D&I skills stretches out beyond the context of nursing, too. As noted by 
Hays-Thomas et al. (2012), D&I skills are life skills that can be applied in many 
different contexts. Improvement in these skills for D&I could potentially have an 
impact across the spectrum of health care and beyond.  
For too long the nursing profession has relied on the anthropological leanings of 
Leininger’s (2000) cultural competence without the reflection and change that is the 
necessary hallmark of nursing praxis. Newman’s (2000) Theory of Health as 
Expanding Consciousness (HEC) provides a framework for doing the necessary work 
of self-reflection on both an individual and professional level, guiding nurses in pattern 
recognition and evolution. When looking at the body of literature available on D&I, it 
becomes evident that the most effective models of D&I education teach specific skills, 
do not shy away from difficult topics, and are conducted over long periods of time, thus 
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providing the ongoing support necessary for change. The proposed model embraces the 
need to not only teach specific skills associated with D&I, but it encourages reflection, 
EK, and praxis as the pinnacles of the learning processes over a yearlong time period.  
Evaluations and validation of the model’s effectiveness will involve a qualitative 
analysis that looks to the aggregate behaviors and attitudes of participants and their 
individual capacity for pattern recognition and expansion over time. Participants will be 
encouraged to complete a mini project on their units designed to promote and teach EK 
and praxis on a micro level. Success will be measured on aggregate in terms of positive 
change on any of these fronts across the unit.  
The ultimate goals for this project are to establish reflection, learning, and growth 
as self-sustaining practices, with the RNCMs seeking out opportunity for action and 
change in an ongoing cycle of EK and praxis. The aim is for the RNCMs to be enabled 
to build a new unit culture through the recognition and expansion of their personal and 
collective patterns, adding new skills and concepts continuously over time to make a 
stronger, more diverse pattern of reflection, experience, and identity in their nursing 
practice. In turn, this new pattern will hopefully result in systemic and individual 
evaluations of care that foster recognition of a patient’s individual needs and encourage 
informed and compassionate care for all patients that respects the impact of their 
backgrounds, experiences, and identity on their needs as patients. This project is only in 
its planning phase. As buy-in is secured from upper management for its 
implementation, the model will continue to refine and evolve. It is the nursing 
profession’s duty to evolve and expand the pattern of nursing on an ongoing basis—not 
only at the bedside level, but at the leadership and executive levels as well. Only with 
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this continuous reflection and pursuit of broad perspectives can the nursing profession 
hope to become genuinely inclusive of all.   
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